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Abstract
Between 50 and 70% of young people are first sexually active between the ages of 15 and 17,
and almost 90% by age 18. This early sexual debut puts adolescents at high risk for sexually
transmitted diseases and unplanned pregnancy if they are uneducated about safe sex. For this
reason, it is important to determine the variables that contribute to early sexual debut. One factor
that researchers have explored is the communication between parents and their children
concerning sex. Researchers have found that the communication about sex is influenced by
parents’ own beliefs, experiences, and comfort level discussing sexual topics. It is important to
evaluate factors that increase communication because research has shown that increased parental
communication about sex is correlated with more consistent condom use, later sexual debut, and
fewer sexual partners among adolescents. Although there have been studies that address the
factors that influence parental communication, few studies address the effect of parents’ own
sexual experiences on communication with adolescents. The purpose of the following study was
to evaluate how parental beliefs and experiences influence their communication and comfort
level with their teenagers about sex. Local Parent-Teacher Organizations, churches, synagogues,
and clinics for teenagers were contacted to participate in the study. Participants were parents of
adolescents in these organizations. Results showed that parents’ religious beliefs and
participation and their beliefs about their own teenager’s behavior was related to the sexual
topics parents discussed with their teenager. Parents’ previous sexual experiences were not
significantly related to parent-teen communication, but more information is needed in order to
determine the specific relation to these conversations.
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Sex Talk: Factors That Influence Parent-Child Communication about Sex
Introduction
According to the National Center for Health Statistics (Centers for Disease Control and
Prevention, 2000), more than 435,000 babies were born to teen moms in 2008. With these
numbers and an almost 25% rate of sexually transmitted diseases among teenage girls, it is
important to stabilize or reduce this rate. One way that has been suggested is through sexual
education in schools (Guttmacher Institute, 2006). However, in 2002, 33% of teens had not had
any formal sexual education (Lindberg, 2002). Even those school health programs that do teach
sexual education are not giving children the information they need to use birth control correctly
and options they have besides abstinence. In fact, 35% of schools in the United States teach
abstinence as the only option to unmarried teens and either prohibit the discussion of
contraception altogether or limit the discussion to the ineffectiveness of contraception
(Guttmacher Institute, 2006).
For these reasons, it is important for parents to make sure their children are educated
about healthy sexual behaviors, including birth control. In some cases this means having to
communicate important sexual information to their children on their own. Further, as will be
presented later in this paper, the more comfortable (warm, open, and accepting) conversations
parents have with their children, the more likely it is that the children will engage in fewer sexual
risk-taking behaviors (Miller, 1998; Pluhar, DiIorio & McCarty, 2008).
Although there have not been set guidelines as to what to say to children and at what age,
research has supported that children as young as 6 should discuss bodily differences between
girls and boys, and discussions of pubertal changes, relationships, and sexuality should be
discussed before age 12 (Pluhar, DiIorio, & McCarty, 2008). It has been found that parents who

have these conversations and are generally more communicative with their young children have
children who grow up to be more comfortable speaking about sexual intercourse, which can lead
to more open discussions about sex and birth control (Pluhar, DiIorio, & McCarty, 2008).
The information presented above on teen pregnancy rates and STD rates indicates that
children need to be educated about the dangers of unprotected sex, and a very important way to
do this is for parents to broach the sexual topics. Since it is very important to have comfortable,
open conversations with children, factors that affect the comfort level of the parent need to be
examined.
Correlates of Sexual Risk-Taking Behavior
There are many different studies that investigate the factors that contribute to an
adolescent’s sexual behavior. One of the most commonly cited studies about adolescent sexual
behavior is the National Longitudinal Study of Adolescent Health (Add Health; Harris, 2007).
This study surveyed a nationally representative sample of adolescents from grades 7-12 in the
1994-1995 school year. The cohort has been followed through four subsequent interviews (1996,
2001, and 2008). Although during the two last waves of the study the participants were no longer
adolescents, there is valuable information given about the first two waves of the study and about
the lifetime sexual behavior of these individuals. The interviews contain survey data on
respondents’ social, economic, psychological, and physical well-being with contextual data on
the family, neighborhood, community, school, friendships, peer groups, and romantic
relationships. These data are available to the public and have been used in several studies on
adolescents.
The Add Health (Harris, 2007) data set includes questions that help determine if the
adolescent is participating in sexual risk-taking behavior. For the purposes of this paper, ―sexual
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risk-taking behavior‖ is defined as early sexual debut, inconsistent condom and birth control use,
and multiple sexual partners. Researchers have attempted to identify the most common
characteristics associated with adolescent sexual risk-taking behavior. Many researchers have
focused on the associations between various factors such as pubertal timing, adolescent
characteristics, engagement in other risky behaviors, social factors, and parent-child
communication and adolescent sexual behavior. An examination of these factors was presented
in a literature review by Zimmer-Gembeck and Helfand (2008). A summary of their findings is
presented below.
Pubertal timing, especially early onset of puberty, has been examined as a predictor of
sexual risk-taking. Researchers have found that adolescent girls who develop at an early age
(before age 12) typically have sex for the first time at a younger age than do adolescent girls who
develop at a later age (Bingham & Crockett, 1996, as cited in Zimmer-Gembeck & Helfand,
2008). Adolescents’ personal characteristics, including their mental health and school behavior,
are also related to sexual behavior. Adolescents who have high grade point averages and low
rates of mental disorders are more likely to use condoms more consistently and have a later age
of sexual debut than do adolescents who have a lower grade point average and lower rates of
mental disorders (Costa et al., 1995, as cited in Zimmer-Gembeck & Helfand, 2008).
Additionally, girls with depressive symptoms and boys with anxiety symptoms are more likely
than boys and girls without these symptoms to demonstrate more sexually risky behavior, such
as early sexual debut and more sexual partners (Luster & Small, 1994). Participation in other
risky behaviors such as alcohol and drug use is also predictive of more inconsistent condom use
and early sexual debut (Wight, Williamson, & Henderson, 2005).

3

Family dysfunction and parent communication have also been found to relate to
adolescents’ sexual behaviors. Adolescents who have a history of physical or sexual abuse are
more likely than adolescents without an abuse history to display sexually risky behaviors such as
having intercourse with multiple sexual partners and failing to use birth control (Luster & Small,
1994). Also, in families characterized by little or absent parental monitoring, a poor quality
relationship between the parent and adolescent, and poor communication between parent and
adolescent, there is a much higher instance of sexually risky behavior (Zimmer-Gembeck &
Helfand, 2008). Additionally, more consistent condom use and a later age of sexual debut are
exhibited in adolescents who communicate with their parents about sex and birth control than
adolescents who do not communicate with their parents. Finally, adolescents who are informed
about the consequences of sex are more likely to use condoms and birth control consistently
(Wight, Williamson, & Henderson, 2005).
Sexual Education Programs
Almost 90% of adolescents are sexually active by age 18 (Zimmer-Gembeck & Helfand,
2008), many with no previous sexual education (Lindberg, 2006). Without sexual education, it
becomes much more likely that a teenager will acquire a sexually transmitted disease (Lindberg,
2006). In fact, almost 45% of all teenagers will contract a sexually transmitted disease, such as
chlamydia, herpes, or Human Papillomavirus (Centers for Disease Control and Prevention,
2000). To remedy this alarming statistic, some schools have developed sexual education courses.
However, according to Feldman and Rosenthal (2002), some of these education programs are not
tailored to each student’s life circumstances, personality characteristics, maturity level, and
emotional, physical, and moral development. In addition, only about half of the sexual education
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programs in the U.S. even teach contraception and prevention of STI’s (Guttmacher Institute,
2006).
Two of the most common types of sexual education in schools include comprehensive
sexual education programs and abstinence-only sexual education programs. Of the 85% of
schools in the U.S. that have a requirement for sex education, 51% are abstinence-only programs
and the rest are comprehensive sexual programs (Guttmacher Institute, 2006). In general, there
are two types of sexual education programs: (1) comprehensive sexual education programs and
(2) abstinence only programs (Collins et al., 2002). The National Institute of Health (2008)
defines comprehensive sex education programs as ―programs that teach both abstinence and the
use of protective methods for sexually active youth.‖ Comprehensive sexual programs can also
include discussions of the meanings and context of engaging in sex before marriage. These
programs still promote abstinence as the preferred option but also include discussions of STD’s,
HIV, contraception, and condom use. Abstinence-only programs teach values, characterbuilding, and refusal skills while promoting abstinence as the only option for unmarried teens
(National Institute of Health, 2008). This type of program often includes a pledge, in which the
adolescents make a promise to not engage in premarital sex. They do this in front of classmates,
friends, teachers, and sometimes family, which is thought to encourage a higher sense of
devotion. This type of program does not include any discussion of contraception or condom use
and uses STD’s and HIV as methods for discouraging sex. Collins et al. (2002) compared the
two types of programs by examining the adolescents’ behaviors after the program. They were
mainly examining rate of condom use, number of sexual partners, and age of sexual debut.
Collins et al. (2002) concluded that abstinence-only programs did not have as high
abstinence rates as did comprehensive programs, although adolescents who take an abstinence

5

pledge in a small group as part of an abstinence-only program tended to delay sexual debut and
have fewer sexual partners. Adolescents reported that the most common reasons to delay sexual
debut were moral and religious beliefs (Collins et al., 2002). In some cases, the abstinence-only
programs, such as the Postponing Sexual Involvement program, were associated with higher teen
pregnancy rates. On the other hand, comprehensive sexual education programs had more
promising results. Adolescents who were enrolled in comprehensive sexual education programs
reported delayed sexual debut, had fewer sexual partners, and displayed more consistent condom
use than did adolescents who had no sexual education. In fact, some comprehensive programs
not only had successful results immediately after the program, but the results lasted more than 31
months (Collins et al., 2002).
Parent-Based Programs
Even though there have been some successful sexual education programs in schools,
about half of schools do not teach these important topics or have any regulation on sexual
education programs (Guttmacher Institute, 2006). Therefore, the shift to parent-based approaches
is necessary to ensure that adolescents are receiving the information they need to prevent the
sexually risky behavior (Feldman & Rosenthal, 2002).
Parent-based approaches to sexual risk reduction are intended to teach parents how to
communicate with their children about sex and tailor the information in a way that is consistent
with parental values and morals and the child’s personal characteristics (Feldman & Rosenthal,
2002). Even though this approach seems as if it would be the most effective, the research
examining the relationship between parental communication about sex and the child’s sexual
behavior has yielded inconsistent findings (Feldman & Rosenthal, 2002).
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Some studies have found that parent-adolescent communication does not aid in delaying
sexual debut, increase condom use, or reduce the number of sexual partners. After reviewing the
literature of parent-adolescent communication about sex, Feldman and Rosenthal (2002)
compiled a list of 8 types of sexual education programs targeted toward the parents of
adolescents. These programs were intended to encourage parent-adolescent communication
about sex through classes with parents and adolescents together, parent-only sex education
classes, and school-based programs that include parents, home-based programs, communitybased programs, and media campaigns. Although all of the programs were developed to
encourage parent-adolescent communication about sex, the main goal was to evaluate the
influence that parental communication had on the adolescent’s sexual behavior. Results showed
that the classes with parents and adolescents together had the most successful findings in
increasing parent-adolescent communication about sex. However, no communication program
found any significant decrease in number of sexual partners, no increase in condom use, and no
delay in sexual debut. This was only with communication classes and occurred in a controlled
setting in which the teenager’s actual sexual behavior was not measured a significant amount of
time after these classes occurred.
Although the Feldman and Rosenthal literature review concluded that parental
communication about sex did not decrease risky sexual behaviors in adolescents, there have been
a few studies that have found an association between more parental communication and less
sexually risky behaviors (Karofsky, Zeng, & Kosorok, 2001; Miller, 1998; Resnick et al., 1997).
In general, it has been shown that the more often parents communicate with their children about
sex and topics related to sex, such as pubertal development, birth control, pregnancy, sexually
transmitted diseases, and social factors (Aspy et al., 2007; Karofsky, Zeng, & Kosorok, 2001),
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the less likely their children will be to engage in early sexual intercourse as compared to children
whose parents do not communicate with them about sex. Aspy et al. (2007) in particular found
that when parents set clear boundaries regarding sexual intercourse, teach children how to say
no, talk about the positive and negative aspects of engaging in sex, and discuss birth control and
sexually transmitted diseases, the children are less likely to engage in early sex than if parents do
not engage in these discussions. In addition, if the children were sexually active, they were more
likely to have only one sexual partner and use birth control more consistently than were children
of parents who did not communicate about sex with their children.
The most notable finding regarding parent-child communication about sex and sexual
behavior is that when adolescents have comfortable conversations (with warm, open lines of
communication) with their parents about sex, they are more likely to delay sexual debut, use
condoms more consistently, and have fewer sexual partners (Huebner & Howell, 2003;
Karofsky, Zeng, & Kosorok, 2001; Luster & Small, 1994; Miller, 1998). Furthermore, the
frequency and timing of these sexual communications are crucial. Researchers have found that
the more frequent these comfortable, open interactions about sex occur, the more effective
parents are at conveying their expectations about the adolescent’s sexual behavior (Regnerus,
2007).
Factors Related to Parent-Child Communication
As mentioned previously, parent-child communication is directly related to adolescent
sexual behavior in that when there is more general communication between parent and child
from the time the child is very young, the child is much less likely to participate in risky
behaviors (Pluhar, DiIorio, & McCarty, 2008; Wight, Williamson, & Henderson, 2005).
Therefore, it is important to understand the factors that have an effect on parent-child
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communication, which may, in turn, have an effect on adolescent sexual behavior. The factors
include religious beliefs, the quality of the parent-child relationship, and the adolescent’s view of
the parent’s beliefs about sex.
Religiosity
Participation in religious activities can have a large effect on how one lives his or her life.
Being a part of a religion can affect one’s beliefs, personality, health behaviors, and social
interaction, and has even been reported to increase longevity (McCullogh, Enders, Friedman, &
Martin, 2009). So it seems intuitive that religiosity would affect one’s sexual behavior as well. In
order to determine how religiosity affects sexual behavior, researchers first need to define
―religiosity.‖ Generally, the literature on this topic defines religiosity using the following
variables: church attendance and religious orthodoxy or commitment. Dittus, Jaccard, and
Gordon (1999) and Manlove et al. (2005) operationalize ―religiosity‖ as attendance and
participation in religious services. This is often measured by questionnaires inquiring about the
amount of time spent participating in church-related activities. The other aspect is religious
commitment, or orthodoxy. This refers to how devoutly the person believes in his or her religion
and how often he or she applies religious beliefs to everyday life (Miller & Gur, 2005). Both
aspects of religiosity with respect to sexual beliefs and behaviors are briefly presented below.
Religious participation. Popular notions about the interface between religious
participation and sex would suggest that having a religious affiliation would not prompt frank
and open discussions about teenage sex. However, according to Regnerus (2006), the lines of
communication between members of religious families are more open than in the past. Although
there is more communication, the type of information conveyed is very different between
religious and non-religious parents, and even between different religious affiliations (Regnerus,
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2006). For example, Regnerus found that parents who participate in a large number of religious
activities discuss moral aspects of sex, whereas parents who do not participate in religious
activities discuss biological or practical aspects like birth control (Regnerus, 2006). Certain
religions, such as Roman Catholic and various Baptist religions, have very strict teachings on the
subject of sexual intercourse before marriage, whereas others, such as some Protestant and
Jewish religions, have more permissive attitudes toward premarital intercourse and teach more
about birth control and condom use (Regnerus, 2006). In a study by Regnerus (2006) on
religious affiliation and sexual communication, Black Protestants reported a higher comfort level
than did other religions about sex-related topics, such as birth control and moral consequences,
and Jewish religions had less communication about moral issues relating to sex than did other
religious groups. Further, Mormon affiliations rejected and refused to discuss birth control more
than other affiliations did.
Further, adolescents who are affiliated with evangelical, sectarian, or fundamentalist
backgrounds are more likely to delay sex than are adolescents from Protestant or nonreligious
backgrounds (Beck et al., 1991; Miller & Olson, 1988). The only group of adolescents who
consistently have earlier sexual debut than any other group is African American adolescents,
regardless of religious affiliation, who have an average age of sexual debut of 15. In fact, the
more often African American boys attend church, the less likely they are to delay sex as
compared to African American boys who do not attend church at all (Regnerus, 2007). Although
there have not been any notable findings on why this is, one reason may have to do with the coeducational social interaction that occurs in a religious setting.
The interaction between parental communication about sex from a religious standpoint
and the adolescent’s actual sexual behavior is complicated. Although religious participation
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seems to affect an adolescent’s attitudes and feelings toward sex, the majority of religious
adolescents still participate in early sexual intercourse. For example, according to one study,
even when adolescents attend church an average of once a week, they are just as likely as
adolescents who do not attend church at all to engage in sexual intercourse before the age of 17
(Regnerus, 2007). However, other researchers have found that more participation in religious
services leads to a later age of sexual debut (Beck, Cole, & Hammond, 1991; Brewster et al.,
1998; Meier, 2003; Thornton & Camburn, 1989).
In addition, in a study by Regnerus (2007) using the Add health data (Harris, 2007), it
was found that participation in religious activities has a significant effect on sexual behavior,
even after controlling for other factors such as demographic factors, family satisfaction, social
desirability, number of romantic partners, the amount of personal freedom adolescents are
allowed, and whether or not they had taken the abstinence pledge. The only other factors that
seemed to have more of an effect than religion were anticipated guilt and believing such
behavior would result in losing friends’ respect and upsetting the family.
Religious beliefs. The other aspect of religion includes religious commitment, or belief
and practice of the religion. This aspect of religion is often assessed by measures such as the
Religious Commitment Inventory (described in more detail later), which inquires about the
extent to which persons apply their religious beliefs to their everyday life. Researchers often use
the results of this inventory in order to determine to what extent religious beliefs affect the
attitudes, beliefs, and behaviors that adolescents have regarding premarital sex.
Regnerus (2007), in his book, Forbidden Fruit: Sex & Religion in the Lives of American
Teenagers, examines the relation between religious beliefs and sex among American teenagers.
He discusses the ―causes‖ of religiosity, which are factors that contribute to an adolescent’s
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decision to participate in religious activities and truly believe in the religious teachings. The
factors that contribute most to an adolescent’s religiosity are family, friends, gender, and formal
religious education. However, parents’ religious beliefs seem to have the strongest influence on a
child’s religious beliefs, and families with considerable warmth and closeness are much more
likely to have a strong religious orthodoxy (Regnerus, Smith, & Smith, 2004).
Although researchers have not quite determined what factors lead to belief in a particular
religion, there is support for the notion that when adolescents feel a personal connection to their
religion, it affects their sexual behavior and beliefs. When adolescents feel a personal connection
to God, they tend to delay sexual debut and have fewer sexual partners. Miller and Gur (2005)
found that teenagers with a strong sense of personal devotion (i.e., feel a personal connection to
God) were much less likely to have sexual relations outside of a romantic relationship. They also
found that adolescent girls with high personal devotion were also more likely to take charge of
birth control; that is, they obtained their own birth control and ensured that it was used correctly.
Additionally, girls who rated themselves as religiously conservative (defined as a person who
strictly lives by their religious principles), were significantly more likely to engage in
unprotected sex, to let the male control the birth control, and to be exposed to forced sex than
were girls who were less religiously conservative (Miller & Gur, 2005). This could be because
more conservative religious organizations restrict the use of contraceptives, so these girls were
not exposed to discussions about sex, the use of birth control, and dealing with the pressure to
have sex.
This aspect of religious beliefs is believed to set the stage for whether or not the
adolescent will use religion as part of their decision-making process about sex. For instance,
attending church once or multiple times per week does not mean that the adolescent believes in
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the rules and practices of that religion. The difference comes when adolescents take the
information seriously and profess true devotion to their religious figures. Religious commitment,
then, may be more effective in determining behavior outcomes than is religious attendance.
Comfort and relationship with parents. As discussed previously, conversations
between parents and teenagers about sex is most effective when the conversations are
comfortable (Luster & Small, 1994; Miller, 1998). Adolescents are also more likely to go to
parents with sexual matters when their parents are open and accepting about sexual discussions
(Freedman-Doan, Abrego, & Fortunato, 2007, unpublished). In addition, according to Chia-Chen
Chen and Thompson (2007), a close and satisfying parent-child relationship has an effect on
teenage sexual behavior. Their study of 6,312 adolescents from the Add health (Harris, 2007)
data set found that when mothers and adolescents have open, friendly discussions about condom
use before the adolescent’s first sexual intercourse, there is greater consistent condom use than
when adolescents do not have these relaxed conversations.
There are also topics related to sex that are generally uncomfortable for parents to broach
with their children (Sneed, 2008). Sneed surveyed a group of 212 adolescents (11-16 years) and
found that comfort level and the topics about sexuality that parents discuss with adolescents are
related. Sneed found that parents were uncomfortable discussing sexuality because they feel
incompetent to speak about sexual issues, and teenagers were uncomfortable because they do not
want to answer parents’ questions about their sexual activity. Sneed concluded that these
findings might explain why the most commonly discussed topics were not directly related to
intercourse, but were mostly warnings about STDs and discussions of relationships.
Both the comfort of parents in discussing sex and the overall quality of the parent-child
relationship are associated with adolescents’ sexual behavior. Regnerus and Luchies (2006), also
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using the Add health (Harris, 2007) data set, found that girls who enjoyed a close relationship
with their father, in particular, were less likely to report sexual debut in the four years between
the first and second waves of the study. Further, parental closeness with their children is also
associated with more use of contraceptives, later sexual debut, and fewer sexual partners (Miller,
1998).
Adolescents’ views of parents’ beliefs. Parental attitudes and beliefs about sexual
behavior are communicated to their children in many different ways, such as indirect
communication, direct communication, and modeling behavior (Fingerson, 2005). For example,
Fingerson (2005) found that teenagers do consider their parents’ beliefs before engaging in
sexual activity. Adolescent participants and their parents from the Add Health study (Harris,
2007) were surveyed to evaluate parental beliefs about teen sexuality and whether or not their
teenagers agree with these beliefs and act accordingly (Fingerson, 2005). More sexually liberal
parents, meaning parents who approve of safe teen sexual intercourse, were more likely to have
sexually liberal teens than were less sexually liberal parents. In addition, Fingerson found that
the more sexually liberal teens think their mother is, the more likely they were to have engaged
in sex and have more sexual partners than were teens who think their mothers are less sexually
liberal. Also, parents who think their teenagers are already having sex are more sexually liberal
than are parents who do not think their teen is having sex. Adolescents also tend to have similar
beliefs as their parent, even if there is no report of discussion of the topic (Dittus, Jaccard, &
Gordon, 1999). This suggests that parents have a way of communicating indirectly about the
negative consequences of sexual intercourse. Overall, researchers have shown that teens tend to
have the same beliefs about sexual behavior as their parents and are more likely to participate in
sexual behaviors if their parents explicitly approve.
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Reasons for reluctance to discuss sex. Researchers have attempted to identify why
parents are reluctant to speak with their children about sex. The most commonly cited reasons
include embarrassment for both parties (Schalet, 2004), parental concerns about lack of
knowledge about sex (Feldman & Rosenthal, 2004; Regnerus, 2007), and parental belief that
teens will obtain information elsewhere (Regnerus, 2007).
As discussed by Regnerus (2007), research has shown that the discussion of sex and birth
control between parents and adolescents does seem to slightly increase the chances that the
adolescent will engage in sex earlier than teens whose parents do not discuss sex and birth
control. However, this is not a significant effect, and the direction of effect is not known. Some
parents may think that if they discuss sex with their teens, their teens will engage in sex sooner
because they may think it is permissible or they have more information. However, it may also be
the case that parents do not usually discuss sex with their children until they have a feeling that
they may already be engaging in sexual behaviors (Eisenberg, Sieving, Bearinger, Swain, &
Resnick, 2006; Regnerus, 2007). In fact, one study found that parents are 2.5 times more likely
to discuss sex with their child if they believe their child is romantically involved than if they
think their child is not involved (Eisenberg, Sieving, Bearinger, Swain, & Resnick, 2006).
Personal factors have also been associated with parental reluctance to discuss sex with
their children. For instance, Guilamo-Ramos, Jaccard, Dittus, and Collins (2008) found that
mothers who had low self-esteem were more embarrassed to talk about sexual topics and felt that
they were less knowledgeable about sexual topics than were mothers with high self-esteem. On
the other hand, parents who had high self-esteem reported good parent-adolescent
communication in general, believed discussing sex would prove effective in their teenager
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delaying sexual debut, and had a positive attitude about talking with their teens about sex
(Guilamo-Ramos, Jaccard, Dittus, & Collins, 2008).
Another possible reason for parental reluctance to communicate with their teenager about
sex is gender differences. For instance, fathers are less likely to talk about sexual issues with
their teens in general; however, if they do have these conversations, they tend to speak more
easily with their sons than with their daughters (Jaccard et al., 2000). One study showed that
mothers are less likely to discuss sexual matters with boys because they feel that they will not be
taken seriously, it will break trust between mother and son, and mothers do not know enough
about male reproduction to discuss it openly with their sons (Jaccard and Dittus, 1991).
Regnerus (2006) examined parents’ religiosity and how this affects the way they
communicate about sex with their children. The study used survey data from teenagers ages 1317 and their parents from the Add health study (Harris, 2007). The study found that about 22%
of parents who attended church at least once per week reported never discussing birth control
with their child, whereas only 15% of parents who attended church infrequently reported
discussing birth control with their child. So, among regular church-goers, there is a 7% higher
rate of discussions about birth control. In addition, 47% of frequent churchgoers reported talking
to their teens about the moral issues related to sex, compared to 32% of infrequent churchgoers.
In essence, according to this study, the more parents attend church, the more often they discuss
sex and birth control with their adolescent.
Parent sexual experiences. While parents communicate their beliefs to their children in
many ways, they often do not discuss their own sexual experiences (Dittus, Jaccard, & Gordon,
1999). The reluctance parents may have communicating with their adolescent about sex may be
related to embarrassment they feel about their past sexual experiences, fear that the situation will
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be awkward, or fear that if they discuss their sexual experiences, their teenager may feel that it is
acceptable to participate in those same behaviors (Buchanan-Arvay & Keats 2004).
The studies that have evaluated the impact of a parent discussing their sexual experiences
on their teenager have found mixed results. Buchanan-Arvay and Keats (2004) conducted
interviews in which a group of 15 mothers wrote about their first sexual experiences. Some of
the mothers had chosen to share these experiences with their daughters, but most had not. The
stories the mothers wrote out were then given to a group of girls ages 15 to 19, without
indicating who wrote the story, and the girls then made comments on how the stories made them
feel, how they would respond if their mother told them that story, and if they would want to
know their own mother’s experiences. The study found that most of the girls did not want to hear
about their mother’s sexual experiences because of awkwardness or embarrassment. This study
suggests that although parents’ experiences may be beneficial in helping girls understand their
own sexual experiences, girls do not want detailed information about their parents’ experiences.
To date, there has not been an investigation on how or if parents’ early sexual
experiences influence the kind of information they communicate with their child about sex. An
important reason that this needed to be examined was to evaluate how a parent’s sexual
experiences affect what sexual topics a parent discusses and the comfort level they exhibit when
discussing these topics with their teenager. As was presented, the main way to ensure that
adolescents are taking information into account when making sexual decisions is by the comfort
level that the parents have during the conversation. Since there are many factors that contribute
to comfort level and content of sexual communication, it is important to know these factors so
that parents can be given the information necessary to provide sexual information in a way that
they will understand. The present study helped to guide parents in this way.
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Hypotheses
Hypothesis 1:
Based on the research of Regnerus (2007), it was hypothesized that parents’ religious
beliefs would impact the content and tone of conversations with their children about sex, as well
as the expectations the parents had about adolescent sexual behavior. Specifically, parents who
rated themselves as highly religious compared to less religious parents would:
A. Communicate less often about sex (i.e., indicate they did not communicate about as
many topics) with their child.
B. Experience less comfort when speaking about sex.
C. Expect normative teenage sexual behavior to occur at younger ages.
D. Expect their child’s sexual behavior to debut at older ages.
Hypothesis 2:
Based on the research of Regnerus (2007), it was hypothesized that parents’ religious
participation would also impact the content and tone of conversations with their children about
sex, as well as the expectations they had about adolescent sexual behavior. Specifically, parents
who participated in religious activities compared to less religious parents would:
A. Communicate less often about sex (i.e., indicate they do not communicate about as
many topics) with their child.
B. Experience less comfort when speaking about sex.
C. Expect normative teenage sexual behavior to occur at younger ages.
D. Expect their child’s sexual behavior to debut at older ages.
Hypothesis 3:
Based on the research conducted by Fingerson (2005) and Dittus, Jaccard, and Gordon
(1991), it was hypothesized that parents’ beliefs about normative and their own teenager’s sexual
18

behavior would impact the content of communication about sex with their children. Specifically,
parents who believe that teenagers will engage in a specified act (e.g., holding hands, kissing,
intercourse, etc.) at an early age would discuss this aspect of sexuality with their teenager more
often than would parents who believe that teenagers will engage in a specified act at a later age.
Hypothesis 4:
There are many factors that affect the sexual communication between parents and
adolescents. However, parents’ previous sexual experiences have not been addressed in the
previous research. Therefore, it was hypothesized that parents’ previous sexual experiences will
impact the content of the communication about sex, the tone of the conversations, and the
expectations parents had about normative sexual behavior. Specifically, parents who report
having more sexual experiences than those with few experiences when they were a teenager
would:
A. Communicate more often about sexual topics with their children.
B. Experience more comfort when talking about sex.
C. Expect teenagers to engage in sexual behavior at younger ages.
D. Expect their own teenager to engage in sexual behavior at younger ages.
E. Rate themselves as less religious.
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Method
Procedures
The researchers e-mailed a flier with tear-offs to churches that agreed to have the survey
given to the members of the church. This was also the procedure to recruit participants from the
clinics for teenagers. For recruitment of PTO members, the chair of the PTO, who was contacted
by e-mail, embedded a link into the monthly newsletter for the PTO groups.
The web address printed on the fliers and embedded in the bulletins linked to the
informed consent of the study. Once participants took the survey, they were linked to a page that
allowed them to enter a drawing for 1 of 12 $50 gift cards to Target. Finally, after registering for
the drawing, participants were directed to websites that provide helpful information about how
parents can discuss sex with their children (See Appendix E).
Twice a week, the research assistant visited selected clinics to administer surveys to
parents who consented to participate in this study. The format of these surveys was either paperbased or online, depending upon the preference of each participant.
Participants
The participants in this study were 106 parents of adolescents ages 12-19 from various
churches, Parent-Teacher Organizations (PTOs), and clinics in a Midwestern city. This number
was chosen because in order to obtain a medium effect size with a t-test at a .05 significance
level, there need to be at least 64 participants per group (religious and non-religious groups), for
a total of 128 participants. However, because of difficulty in recruitment participation and time
constraints, the estimated number of participants was not obtained.
The ―religious‖ groups of parents who participated in this study were members of
churches of various denominations in southeastern Michigan. Participants for this study were
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recruited through the executive board of the church or the clergy through e-mail. Each of the
churches that agreed to participate was sent a flier (Appendix C) that had tear-offs with the
website where parents could take the survey.
In order to recruit a group of participants that included less religious or non-religious
parents, local Parent-Teacher Organizations (PTO) groups and local clinics where teenagers
frequently attend were recruited. The chair of the PTO agreed to add the link and a small
description of the study in the PTO newsletter (See Appendix B for more information).
For recruitment in local clinics that teenagers frequently attend, a flier was put in the
waiting room of the clinic. If parents requested to participate in the study, a research assistant
assisted them with the survey on a computer in the clinic. If they preferred to take the survey on
paper, a paper copy was provided them.
These sample populations were chosen because parents of adolescents of this age have
most likely had some form of sexual communication with their teens, and this study is evaluating
the sexual communication of parents and teens. If the parents had not had communication about
sex with their teens, this study attempted to evaluate the reasons why they had not. Additionally,
these populations allowed the researcher to compare the different levels of ―religiosity‖ in
parents. This ensured a more accurate representation of how religiosity affects communication.
Demographics
The first six questions on the survey assessed demographic information. The questions
inquired about age, gender, age and gender of children, ethnic background, and income. The first
two questions inquiring about age and gender of children were free response format; for the last
three questions, the respondent had to choose one of the options listed.
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Demographics showed that ages of parents ranged from 29 to 79, with more than 50%
between the ages of 40-55. The majority of participants were Caucasian females, and more than
half were currently married (see Table 1).
Table 1
Demographic Characteristics of Sample
%

n

6.00

6

31-40 years

29.00

29

41-50 years

37.00

37

51-60 years

25.00

25

3.00

3

78.40

80

African American

6.90

7

Asian or Pacific Islander

2.00

2

Hispanic/Latina

6.90

7

Alaskan Native

3.90

4

Biracial or Multiracial

1.00

1

Married

62.70

64

Single

15.70

16

Age
30 years and below

above 60 years
Ethnicity
Caucasian

Native American or

Marital Status
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Never married, living with partner

1.00

1

15.70

16

Divorced, living with partner

3.90

4

Other

1.00

1

Male

13.60

14

Female

86.40

89

Barely have enough

13.70

14

Enough, but no more

35.30

36

Have enough of everything

33.30

34

Plenty of extras, no luxuries

10.80

11

6.90

7

Democratic

39.20

40

Green

25.50

26

Libertarian

2.90

3

Republican

9.80

10

None

17.60

18

Other

2.90

3

Separated/Divorced

Gender

Financial Circumstances

Plenty of luxuries
Political Party

Note. Missing data for each category varied.
Percentages reflect valid percent of completed responses.
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Measures
Means, standard deviations, and alphas for all measures used are summarized in Table 2.
Table 2
Ranges, means, standard deviations, and Cronbach's Alphas (where applicable) for all scales

Standard Cronbach's
Deviation Alpha
1.20
0.97

Scale
Religious Commitment Inventory (RCI)

Range
1.0-5.0

Mean
2.71

Religious Participation Scale (RPI)

1.0-4.0

2.42

0.87

Total Sexual Communication Scale (TSCS) –
# of topics discussed across 35 items

0.0-21.0

9.96

8.50

Total Sexual Communication Comfort Scale
(TSCCS) - comfort levels across 21 items

1.0-5.0

2.57

0.46

Total Parent Expectancies Scale – Own (PESOwn) - Own Adolescent’s Expected Age
across 7 items

11.5-23.7

15.55

2.40

Total Parent Expectancies Scale – Norm (PESNorm) - Normative Adolescent’s Expected
Age across 7 items

7.0-21.0

13.87

2.00

Parents’ Sexual Experience Scale (SES) 5 items, composite scale

0.0-10.0

5.46

2.50

0.85

Religious Commitment Inventory (RCI). To assess a participant’s religiosity, a 17-item
survey was adapted from McCullogh, Worthington, Maxey, and Rachal (1997), called the
Religious Commitment Inventory (RCI). The items ask how important the participant’s religion
is to him or her. For example, the measure assesses how the participants feel their behavior
reflects their religiosity, how much of their income is dedicated to their religion, how often the
participant spends time learning about their religion, how much time the participants discuss
their religion with others, and how the participants conform to their religion in their daily life. On
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the original measure, participants used a 5-point Likert scale (1 = not at all true of me, 5 = very
true of me). This scale, developed by McCullogh et al., was administered to a diverse group of
college students. This scale was refined (McCullogh, Worthington, Maxey, & Rachal, 1997) for
construct validity in the following way: the authors conducted a principal-components analysis in
which one factor emerged with 17 items loading onto this factor. Then, in order to ensure the
validity of the scale, the 17-item measure was correlated with 4 other measures of religion. It was
found to be strongly correlated with intrinsic religious motivation, Christian beliefs and
practices, and religious salience. All items had good internal consistency (α = .82) and reliability
(r = .92).
For the purpose of this study, the refined 17-item measure was used with the original 5point Likert scale. This measure was used to determine if higher religiosity is correlated with less
sexual communication and comfort levels between parents and teens, and beliefs about teenage
sexual behavior. There are no reverse-scored items. Mean scores can range from 1 – 5, with
higher scores indicating more religious commitment. Among the 106 participants who
participated in this study, the mean RCI score was 2.68 (SD=1.19, range 1-5). Internal
consistency for the scale was high (α = .97).
Religious Participation Inventory (RPI). In order to determine religious participation,
four items were developed for the questionnaire. These questions asked the participant how often
they have attended services in the past 12 months, how many religious activities they participate
in, how important their religion is to them, and how often they pray. The first item was
eliminated because it was found to overlap with the Religious Commitment Inventory. The
second item inquiring about religious service and activities attendance was on a 4-point scale
(once a week or more – never). The third item inquiring about importance of religion was also on
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a 4-point scale (very important – not important at all). The final item inquiring about how often
the participant prays was originally on a 5-point scale (1 = at least once a day to 5 = never).
However, for ease in analyses, this item was reduced to a 4-point scale. A frequency distribution
was run for each of the answers to this item, and the 2 points with the least number of
participants (―At least once a month‖ and ―Less than once a month‖) were collapsed into one
point. With this change, scores ranged from 1-4, with lower scores reflecting more religious
participation. The mean religious participation score of all 103 participants was 2.58, with a
standard deviation of .87. The reliability for this scale was high (α = .85).
This scale was used to measure the parents’ religious participation, which can be
indicative of less permissive attitudes about sex and sexual behavior (Wilcox, Rostosky, Randall,
& Wright, 2001). According to Wilcox, Rostosky, Randall, and Wright’s literature review
published in peer-reviewed journals from 1980-2000 on sexual behavior and religious
participation, religious attendance is associated with delayed sexual debut, less frequent sexual
activity, and greater contraception use. This measure was adapted from a previously conducted
project by Leanna Fortunato (2010).
Parental communication and comfort level. To assess parents’ communication with
their teenager, a 20-item measure was adapted from Somers and Cavinez (2003), called the
Sexual Communication Scale (SCS). The items ask parents to indicate how often they discussed
various topics pertaining to sex with their child. General topics that are measured are the
biological aspects of reproduction and sexual development, such as menstruation; the emotional
aspects of sex, such as the relationship of love and sexual expression; and the pleasure of sex. On
the original scale, parents used a 5-point Likert scale to indicate how often they communicated
with their child for each item (1 = never, 3 = a few times, 5 = a lot of times). This scale,
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developed by Somers and Canivez (2003), was administered to groups of mothers and fathers of
adolescents separately. Factor analyses were separately conducted for the mothers’ and fathers’
responses, and both found a one-factor solution. All items had good internal consistency.
For the purposes of this study, 17 of the 20 items were used. Three of the items were
eliminated because of the irrelevance to the study. The items that were removed pertained to
rape, sexual abuse, and prostitution. In addition, rather than using the original scale, it was
decided that a ―yes or no‖ response would be sufficient to determine if parents communicate
with their child about these topics. A total of all the items discussed was calculated to derive a
Total Sexual Communication Scale (TSCS). Among the participants, parents discussed an
average of 10 items (SD = 8.6, range 1-21). Of the topics discussed, the average comfort level
was 2.57 (SD = .46, range 1-5).
In addition, given the work conducted by Huebner and Howell (2003), Karofsky, Zeng,
and Kosorok (2001), Luster and Small (1994), and Miller (1998) on parental comfort in
discussing sexual topics with their child, we felt it would be important to ask parents to indicate
their comfort level when discussing each topic on a 5-point Likert scale (1 = uncomfortable, 3 =
neither positive nor negative, 5 = very comfortable). This scale would determine the overall
experience the parent had when discussing sex with their child. Scores in this section could range
from 0-5, with higher scores indicating more comfort when discussing sexual topics with their
children. If parents did not discuss a topic with their child, parents were asked to rate how
comfortable they would be in discussing the topic with their child. A mean score for all comfort
levels was calculated to derive a Total Sexual Communication Comfort Scale (TSCCS). On
average, parents reported a comfort level of 2.57 (SD = .46).
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Parental Expectancies and Beliefs. To assess parental expectations and beliefs about
talking to their children about sex, a 7-item measure was developed, called the Parent
Expectancies Scale (PES). These questions were modeled after those asked in the Adolescent
Health Survey (Harris, 2007). The measure lists seven distinct behaviors, from holding hands to
sexual intercourse. The first part of the measure is a set of questions that was developed to assess
whether the participant believes that his or her teenager has participated in the listed behavior
and at what age he or she believes the child was when first participating in this behavior. For
those participants who did not believe their teenager had engaged in the listed behavior, the
questionnaire asked the participant to rate the age at which they believed their teenager would
engage in the behavior. The second part of the measure asked parents to indicate at what age they
think most adolescents engage in this behavior.
The parents filled in a PES-Own (Own Adolescent) for each adolescent living in their
home (up to 6), starting with the oldest. Before beginning each PES-Own, they entered the age
and gender of the adolescent they were evaluating. Parents only filled in the Normative
Adolescent column (PES-Norm) after the first child.
A summary score was computed for each scale (PES-Own: Own Adolescent and PESNorm: Normative Adolescent) to get a composite age across all 7 behaviors. This summary
number provides a general picture of the age at which parents believe their child, and most
children, engage in sexual behavior. The mean age reported by parents for sexual behavior for
normative adolescents was significantly younger than the age reported for parents’ own
adolescents (t = -6.50, p < .01).
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Sexual Experiences. To assess parents’ past sexual experiences, a 6-item survey called
the Sexual Experiences Scale (SES) was developed for the present study, as there were no
existing measures. This measure was developed to assess sexual risk behavior the parents
participated in prior to marriage. The composite scale used the following variables: 1) Age of
sexual debut, 2) Marital status at sexual debut, 3) Number of sexual partners, 4) Use of birth
control at sexual debut, and 5) To determine if the participant had had an abortion 6) or an STD.
All items were in a free response format. The answer to the first question determined whether the
participant continued to answer the remaining questions on the scale. It read, ―Was your first
sexual partner your spouse?‖ If the participant answered ―yes‖ to this question, he or she was
given a score of 0 and did not answer any further questions on this scale. Participants who
answered ―no‖ received a score of 1 for this question and continued with the remaining 6 items.
Then, for the second item, the means and frequencies for the ages of sexual debut were
analyzed. This showed that about 40% of the participants had an age of sexual debut over 15.
This was used as a cutoff for the point values. Each participant was given 1 point if their age of
sexual debut was above 18 (30%), 2 points if their sexual debut was between 15-17 (20%), and 3
points if their age of debut was 14 or below (20%). Fifteen percent of the participants were
married at first intercourse, and another 15% of the sample did not answer this question.
The third item asked for the number of lifetime sexual partners. Again, the means and
frequencies were calculated for all participants combined to determine the cutoff points. If the
participant had fewer than 5 partners (30%), he or she was given 1 point; if they had 5-10
partners (20%), they were given 2 points, and they were given 3 points if they had more than 10
partners (15%). Once again, about 15% of the participants were married on first intercourse and
another 15% did not answer the question.
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The fourth item assessed for the use of birth control at sexual debut. If the participants
answered ―yes‖ to this item (52%), they received 0 points for this item; if the participants
answered ―no‖ to this item (48%), they received a score of 1. The last two items on the scale
assessed whether or not the participants had an abortion or STD. Once again, if the participants
answered ―yes‖ to these items (73% and 51%, respectively), they received 1 point, and a ―no‖
response (27% and 49%, respectively) earned 0 points for these items. This scale was a
composite scale, and the points from each item were added to obtain a total ―Sexual Experience‖
score (range 0-10). High scores on this scale indicated the individual’s level of sexually risky
behavior prior to marriage. Low scores indicated lower sexual risk.
The composite score developed for this construct ranged from a score of 0-10. A zero
indicated that the person’s first sexual experience was with their marriage partner and that,
therefore, they experienced no sexual risk behaviors. Higher scores represented more risky
behaviors, including younger sexual debut, more sexual partners, no birth control use,
contracting an STD, or having an abortion. The mean Sexual risk Experience Score (SES) for the
sample was 5.46 (SD = 2.49). A frequency distribution of each item can be found in Table 3.
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Table 3
Frequency distribution of items on the Sexual Experience Scale

Item

N

%

Yes

11

14.1

No

67

85.9

14 and under

9

8.3

15-17

32

29.8

18 and above

33

30.9

Yes

40

52.6

No

36

47.4

Under 5

30

28.9

5-10

23

19.7

11 and up

16

14.8

Yes

57

53.3

No

21

19.6

Yes

40

37.4

No

38

35.5

Married 1st intercourse

Age 1st intercourse

Birth Control

# of partners

Abortion

STD

31

Results
Description of Outcomes
The primary outcomes of interest for this study were the content of sexual conversations
between parents and their adolescents and the comfort level that parents experience when
discussing sexual topics with their teenagers. Content of the conversation included several sexual
topics such as physical development, dating, STD’s, pregnancy, masturbation, and so on.
Comfort level of conversations is labeled from 1-5 on a Likert scale and range from very
comfortable, open conversations to one-sided, uncomfortable conversations. Data for outcomes
are summarized in Table 4. Dating, physical development, and HIV/AIDS were the most
commonly discussed topics, with 91.7%, 90.3%, and 87.5% of parents discussing these topics,
respectively. Dating was also one of the most comfortable topics that parents reported, with a 4.6
(out of 5) mean comfort level. This was also the mean comfort level for discussing both
HIV/AIDS and Pregnancy.

Table 4
Topics discussed and average comfort levels
Topic

% of participants that discussed topic

Mean comfort level

(# discussed/not discussed)
Dating

91.7 (63/6)

4.6

Physical development

90.3 (62/7)

4.5

HIV/AIDS

87.5 (60/9)

4.6

Sex before marriage

87.3 (59/9)

4.5

84.7 (58/11)

4.6

Pregnancy
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STI’s/STD’s

81.9 (38/31)

4.5

Contraception

81.9 (56/13)

4.4

Safe sex

80.6 (55/14)

4.5

Homosexuality

79.2 (54/15)

4.5

Finding a suitable partner

76.4 (52/17)

4.5

How to deal with the pressure

75.0 (51/18)

4.3

Abortion

73.6 (50/19)

4.4

Pornography

66.4 (45/24)

3.9

Role of peer group in sexual

63.4 (43/26)

4.3

Different types of sexual behavior

58.3 (40/29)

3.6

How to talk to partner about STD’s

55.6 (38/31)

4.2

Masturbation

55.6 (38/31)

3.5

Sexual desire

54.2 (36/33)

3.7

How to use a condom

54.2 (36/33)

3.9

How to talk to partner about

48.6 (33/36)

3.8

37.5 (25/44)

3.5

to have sex

decision making

what you feel comfortable
doing sexually
Sexual satisfaction (orgasm)

33

Hypotheses 1 and 2
Hypotheses 1 and 2 proposed that parents’ religious commitment and religious
participation would impact the number of sexual topics discussed and the comfort level of those
conversations with their children about sex, as well as the expectations they have about
normative and their own adolescent’s sexual behavior.
Religious commitment and participation and topics discussed. Multiple (44)
independent samples t-tests were conducted to assess each aspect of religiosity—Religious
Commitment Inventory scores and Religious Participation scores—and whether parents reported
that they discussed/did not discuss each topic. Table 5 presents the t-test results. As can be seen,
parents who discussed pregnancy and sex before marriage reported somewhat higher levels of
religious commitment than did parents who did not discuss these topics. Religious commitment
was significantly higher in those who discussed pornography with their child compared to those
who did not. Religious commitment was also higher in those who discussed HIV/AIDS and
dating than parents who did not discuss these topics, but it should be noted that the religious
commitment was very low in both groups. Similarly, parents’ religious participation was higher
in those who discussed sex before marriage, HIV/AIDs, and dating than those who did not
discuss these topics. Interestingly, parents who discussed sexual desire with their child reported
they participated in more religious activities than did parents who did not discuss this topic.
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Table 5
RCI and Religious Participation mean level scores for sexual topics
discussed vs. not discussed

Religious Commitment
Inventory
(1-5 scale)
Topic

Discussed

Physical development

Religious Participation
(1-4 scale)

Discussed

2.72

Not
discussed
2.48

Abortion

2.74

2.57

2.59

2.50

Pregnancy

2.78ᵗ

2.19ᵗ

2.63

2.20

Homosexuality

2.68

2.72

2.58

2.50

Sex before marriage

2.76ᵗ

2.18ᵗ

2.62ᵗ

2.08ᵗ

Safe sex

2.73

2.54

2.60

2.43

STI’s/STD’s

2.78

2.29

2.64

2.21

HIV/AIDS

1.21*

0.79*

2.65*

1.97*

Contraception

2.69

2.68

2.58

2.50

How to use a condom

2.55

2.85

2.54

2.59

Dating

1.19**

0.60**

2.62ᵗ

1.92ᵗ

How to talk to partner about

1.17

1.21

2.50

2.64

2.50

2.87

2.50

2.62

2.58

Not
discussed
2.46

STD’s
How to talk to partner about
what you feel comfortable
doing sexually
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2.76

2.50

2.62

2.40

Sexual desire

2.89

2.47

2.76*

2.34*

Sexual satisfaction (orgasm)

2.65

2.72

2.62

2.53

Different types of sexual

2.64

2.76

2.55

2.59

Finding a suitable partner

2.79

2.40

2.64

2.32

Role of peer group in sexual

2.67

2.75

2.56

2.59

Masturbation

2.72

2.66

2.60

2.52

Pornography

2.88*

2.33*

2.67

2.35

How to deal with the
pressure to have sex

behavior

decision making

ᵗp<.10, *p<.05, **p<.01

Religious participation and commitment and comfort level. Multiple Pearson’s
Product-Moment Correlations (44) were conducted between comfort levels of discussing each
sexual topic and both types of religiosity: Religious Commitment and Religious Participation.
Table 6 presents these correlations. How to use a condom was significantly associated with
religious commitment and religious participation such that parents who had higher religious
commitment and participated in fewer religious activities were more comfortable discussing this
topic with their teenager. In addition, parents who participated in more religious activities were
less comfortable discussing HIV/AIDS and contraception.
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Table 6
Pearson's Product Moment Correlations for RCI and Religious Participation Scores and Comfort Level
Religious Commitment

Religious

Inventory

Participation

Mean

Mean

Topic

comfort level

Correlation

comfort level

Correlation

Physical development

4.5

-0.21ns

4.5

-0.20 ns

Abortion

4.4

-0.04ns

4.4

-0.14 ns

Pregnancy

4.6

-0.07 ns

4.6

-0.21 ns

Homosexuality

4.5

-0.08 ns

4.5

- 0.70 ns

Sex before marriage

4.5

-0.07 ns

4.5

0.02 ns

Safe sex

4.5

-0.15 ns

4.5

-0.12 ns

STI’s/STD’s

4.5

-0.15 ns

4.5

-0.18 ns

HIV/AIDS

4.6

-0.10 ns

4.6

-0.22ᵗ

Contraception

4.4

-0.21 ns

4.4

-0.25ᵗ

How to use a condom

3.9

0.40**

3.9

-0.32*

Dating

4.6

-0.15 ns

4.6

-0.16 ns

How to talk to partner about

4.2

-0.26 ns

4.2

- 0.12 ns

3.8

-0.18 ns

3.8

-0.07 ns

STD’s
How to talk to partner about
what you feel comfortable
doing sexually
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4.3

-0.21 ns

4.3

-0.22 ns

Sexual desire

3.7

-0.15 ns

3.7

-0.07 ns

Sexual satisfaction (orgasm)

3.5

0.01 ns

3.5

0.08 ns

Different types of sexual

3.6

0.03 ns

3.6

0.06 ns

Finding a suitable partner

4.5

-0.17 ns

4.5

-0.19 ns

Role of peer group in sexual

4.2

-0.17 ns

4.2

-0.13 ns

Masturbation

3.5

-0.08 ns

3.5

-0.02 ns

Pornography

3.9

0.13 ns

3.9

0.20 ns

How to deal with the pressure
to have sex

behavior

decision making

ns

not significant, ᵗp<.10, *p<.05, **p<.01
Religious commitment and participation and normative ages of sexual behavior.

Multiple Pearson’s Product Moment Correlations were conducted between Religious
Commitment and Participation and parents’ perception of ages of normative teenage sexual
behaviors (see Table 7). As can be seen on Table 7, parents’ religious commitment and their
participation in religious activities were not related to their perceptions of the average age at
which they think most teens engage in the sexual behaviors.
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Table 7
Pearson’s Product Moment Correlations for Parents’ Expectancy of ages of Normative teenage
sexual behaviors (PES-Norm) and Religious Commitment (RCI) and Religious Participation
(RPI)
Sexual behavior

Mean Age

RCI Correlation

RP Correlation

Hold Hands

11.2

0.11ns

0.21 ns

Kiss

12.7

0.15 ns

0.19 ns

Talk with friends about contraception

12.7

-0.05 ns

0.02 ns

Touch another person over clothing

13.7

0.02 ns

0.06 ns

Touch another person under clothing

14.6

0.01 ns

0.05 ns

15.0

0.01 ns

0.06 ns

Have oral sex

15.6

0.21 ns

0.14 ns

Have sexual (vaginal) intercourse

16.0

0.08 ns

0.15 ns

Total Parent Expectancies Scale –

13.9

0.09ns

0.13ns

or sexually transmitted diseases

or with no clothes on
Touched another person’s
genitals

Norm
ns

not significant
Religious commitment and participation and own child’s predicted age of sexual

behavior. Correlations were also conducted to assess the relation between religious commitment
and religious participation and parents’ perceptions of their own child’s sexual behavior (see
Table 8). As can be seen, having oral sex and sexual intercourse were significantly associated
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with religious commitment and participation such that parents who had higher religious
commitment and participation reported that their own teenagers would engage in oral sex and
sexual intercourse at older ages than did parents who had less religious commitment and
participation. Interestingly, parents who reported high levels of religious participation also
reported that their child would engage in sexual behavior overall (Total Parent Expectancies
Scale – Norm) at a younger age than those with low levels of religious participation.
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Table 8
Pearson’s Product Moment Correlations for Parents’ Expectancy of ages of Own teenage sexual
behaviors (PES-Own) and Religious Commitment (RCI) and Religious Participation (RPI)
Sexual behavior

Mean Age

RCI Correlation

RP Correlation

Hold Hands

12.8

0.04ns

0.18 ns

Kiss

13.8

0.07 ns

0.15 ns

Talk with friends about contraception

13.1

0.05 ns

0.12 ns

Touch another person over clothing

15.5

0.08 ns

0.18 ns

Touch another person under clothing

16.7

0.13 ns

0.19 ns

17.2

0.12 ns

0.20 ns

Have oral sex

17.7

0.31*

0.28*

Have sexual (vaginal) intercourse

18.0

0.22ᵗ

0.27*

Total Parent Expectancies Scale – Own

15.6

0.17ns

-0.24*

or sexually transmitted diseases

or with no clothes on
Touched another person’s
Genitals

ns

not significant, ᵗp<.10, *p<.05

Hypothesis 3
Hypothesis 3 indicated that parents’ beliefs about normative teenage sexual behavior
would impact the content of communication about sex with their children. Specifically, parents
who believe that teenagers will engage in a specified act (e.g., holding hands, kissing,
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intercourse, etc.) at an early age will discuss aspects of sexuality with their teenager more often
than will parents who believe that teenagers will engage in a specified act at a later age.
Sexual topics discussed and perceived ages of normative sexual behavior. Multiple
(22) Independent Samples T-Tests were conducted on each sexual topic discussed/not discussed
(e.g., physical development, abortion, pregnancy, etc.) using the Total Parent’s Expectancies
Scale of Normative adolescents’ sexual behavior (Total PES-Norm) as the dependent variable.
As Table 9 indicates, parents who discussed contraception, different types of sexual behavior,
and pornography with their child were more likely to believe that normal adolescents engage in
sexual behaviors at younger ages than did parents who did not discuss these topics. No other
differences were significant.
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Table 9
T-tests between Parents' Expectancies Scale of onset of Normative teenage sexual
behavior (Total PES-Norm) and whether or not sexual topic was discussed
Topic was discussed?
Yes

No

Physical development

13.64

14.08

Abortion

13.52

14.11

Pregnancy

13.66

13.78

Homosexuality

13.56

14.11

Sex before marriage

13.59

14.19

Safe sex

13.6

13.99

STI’s/STD’s

13.57ᵗ

14.15ᵗ

HIV/AIDS

13.62

14.11

Contraception

13.55*

14.26*

How to use a condom

13.48

13.9

Dating

13.64

14.28

How to talk to partner about

13.38

14.05

13.24ᵗ

14.06ᵗ

13.58

13.97

STD’s
How to talk to partner about
what you feel comfortable
doing sexually
How to deal with the pressure
to have sex
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Sexual desire

13.66

13.7

Sexual satisfaction (orgasm)

13.38

13.83

Different types of sexual

13.28*

14.21*

Finding a suitable partner

13.57

14.05

Role of peer group in sexual

13.55

13.92

Masturbation

13.48

13.9

Pornography

13.29**

14.49**

Behavior

decision making

ᵗp<.10, *p<.05, **p<.01
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Sexual topics discussed and perceived ages of own child’s sexual behavior. Similarly,
parents’ perceived age of onset of sexual behavior of their own teenager was examined vis-a-vis
whether or not they discussed sexual topics (see Table 10). On 12 of the 22 sexual topics, parents
who discussed these topics, such as physical development, homosexuality, sex before marriage,
safe sex, and condom use, were more likely to perceive that their own child would participate in
sexual activity at a younger age than did parents who did not discuss these topics. In addition,
there were several trends in the discussion of sexual topics in that parents were more likely to
discuss STD’s, sexual desire, sexual satisfaction, masturbation, and pornography if they believed
that their teenager would engage in sexual behaviors at younger ages (Table 10) than parents who
thought they would engage in sexual behaviors at older ages.
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Table 10
T-tests between Parents' Expectancies Scale of onset of Own teenager’s sexual behavior (Total
PES-Own) and whether or not sexual topic was discussed

Topic was discussed?
Yes

No

Physical development

15.18*

18.20*

Abortion

15.24

16.02

Pregnancy

15.28

16.42

Homosexuality

15.07*

17.01*

Sex before marriage

15.17*

17.43*

Safe sex

15.15*

16.7*

STI’s/STD’s

15.2t

16.7t

HIV/AIDS

15.3

16.74

Contraception

15.08*

17.13*

How to use a condom

14.71**

16.29**

Dating

15.34

17.26

How to talk to partner about STD’s

14.55**

16.54**

How to talk to partner about

14.81*

16.03*

what you feel comfortable
doing sexually
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How to deal with the pressure to have sex

14.97**

16.85**

Sexual desire

14.92t

16.05t

Sexual satisfaction (orgasm)

14.75t

15.83t

Different types of sexual

14.76**

16.40**

Finding a suitable partner

15.07*

16.75*

Role of peer group in sexual

14.98*

16.44*

Masturbation

14.92t

16.10t

Pornography

14.89t

16.65t

behavior

decision making

ᵗp<.10, *p<.05, **p<.01

Hypothesis 4
Hypothesis 4 indicated that parents’ personal previous sexual experiences would be
related to whether or not they would talk about sexual topics with their child, the comfort level of
the conversations, and the expectations parents have about normative sexual behavior.
Parents’ previous sexual experiences and sexual topics discussed. Multiple
independent samples t-tests (22) were conducted between each sexual topic and the parent’s total
previous sexual experience scores (SES). There were no significant effects of parents’ sexual
experience on whether or not they discussed certain sexual topics with their teenager.
Parents’ previous sexual experiences and comfort levels. Multiple Pearson’s ProductMoment Correlations (22) were conducted between comfort levels of each sexual topic discussed
and the parent’s previous sexual experience scores (SES). Comfort in discussing homosexuality
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was significantly associated with parents’ previous sexual experiences such that parents who
reported more risky sexual experiences when they were teenagers were more comfortable
discussing homosexuality with their teenager than were parents who reported fewer risky
experiences. There were no other significant relationships between comfort level and the parents’
sexual risk experiences.
Parents’ previous sexual experiences and perceptions of teenage sexual behavior. In
addition, Multiple Pearson’s Product Moment Correlations were also conducted between
parents’ previous sexual risk experience scores and parents’ perception of ages of normative
teenage sexual behaviors and their own teenager’s sexual behaviors. There were no significant
findings for the relationship between the parents’ previous sexual risk experiences and their
beliefs about normative adolescent sexual behavior (see Table 11). Talking about sexually
transmitted diseases and contraception and having sexual intercourse were associated with
parents’ previous sexual risk experiences such that parents who had more risky sexual
experiences when they were teenagers believed that their own teenager would engage in these
behaviors at younger ages (Table 11). No other relationships were significant.
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Table 11
Pearson’s Product Moment Correlations of Parents' Expectancies Scale of onset of Normative
teenage sexual behavior (Total PES-Norm) and Own teenager’s sexual behavior (Total PESOwn) and Parent’s Sexual Experiences (SES)

SES and PES-Norm

SES and PES-Own

Sexual behavior

Hold Hands

-0.17ns

-0.06 ns

Kiss

-0.11 ns

-0.07 ns

Talk with friends about contraception

-0.09 ns

-0.23ᵗ

Touch another person over clothing

-0.14 ns

-0.09 ns

Touch another person under clothing

-0.08 ns

-0.13 ns

-0.09 ns

-0.19 ns

Have oral sex

-0.06 ns

-0.11 ns

Have sexual (vaginal) intercourse

-0.06 ns

-0.21ᵗ

or sexually transmitted diseases

or with no clothes on
Touched another person’s
genitals

ns

not significant, ᵗp<.10
Parents’ previous sexual experience and religiosity. Finally, Pearson Product Moment

Correlations (44) were conducted between both religiosity scales (RCI and RPI) and parents’
previous sexual risk experience scores (SES). Parents’ previous sexual risk experience was
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significantly associated with both the RCI and RPI such that parents who had more sexual risk
experiences when they were teenagers had lower levels of religious commitment and religious
participation (see Table 12).

Table 12
Pearson Product Moment Correlations between Parents’ Previous Sexual Risk Experience
(SES) scores and Religious Commitment Inventory and Religious Participation scores
SES

RCI

RCI

-.397**

--

RPI

-.343**

.844**

**p<.01
Discussion
Summary of Results
This research hypothesized that a number of parental factors (e.g., religiosity, previous
sexual experience, beliefs about normative ages of sexual behavior, and beliefs about their own
teenager’s sexual behavior) will have an effect on the content and comfort level of discussions
about sexual topics with their teenagers. This is especially important because previous research
has shown that the more comfortable, open conversations that parents have with their teenager,
the less likely their teenager will be to engage in risky sexual behaviors such as early sexual
debut, multiple sexual partners, and infrequent condom use (Huebner & Howell, 2003; Karofsky,
Zeng, & Kosorok, 2001; Luster & Small, 1994; Miller, 1998).
This study found that religiosity was related to whether or not parents discussed certain
topics, especially if the topics pertained to an activity that could have negative consequences,
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(e.g., HIV/AIDS, dating, and condom use). Parents’ previous sexual risk experiences were also
related to their beliefs about their own child’s sexual behavior, which affected what topics they
discussed with their teenager.
Religiosity and parent-teen communication. It was anticipated that religious
commitment and participation would be related to the topics that parents chose to discuss with
their teenagers as well as the comfort level of these conversations. Based on previous work by
Regnerus (2006 & 2007), there have been mixed findings on religious participation and parent
communication about sex. In his 2006 study, Regnerus concluded that parents who participate in
a large number of religious activities discuss moral aspects of sex, whereas parents who do not
participate in religious activities discuss biological or practical aspects like birth control. This
was partly supported in this study such that parents who discussed HIV/AIDS, premarital sex,
dating, and pornography with their adolescents rated themselves as more religious than did
parents who did not discuss these topics. Similarly, in his 2007 study, Regnerus found that 7%
more parents who participate in a large number of religious activities discuss birth control when
compared to parents who participate in few religious activities. This was a significant finding of
this study. Condom use was discussed significantly more often among parents with both high
religious commitment and religious participation than parents who had less religious
commitment and participation, and these conversations were significantly more comfortable.
Although this was a frequently discussed topic among highly religious parents, it is unknown
what specific information was discussed with the teenager. This topic was comfortable for
religious parents to discuss, but this does not mean the discussion reflected all aspects of condom
use such as how to use them and where to obtain them. For instance, the parent may have
discussed condom use with his/her teenager, but may have discussed this from a religious point
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of view or discussed disadvantages of premarital sex even if a condom is used (e.g., the condom
could break, pregnancy can still result, STIs can still be transmitted, etc.). This may also have
been true for the other topics discussed that were not rated as comfortable and may have included
negative discussions about premarital sex, dating, pornography, and HIV/AIDS. Thus, although
this study identified the topics parents do and do not discuss with their adolescents, the complete
content of those discussions is not clear.
A surprising finding from this study was that religious commitment was related to certain
topics that were discussed, but religious participation was not related to these discussions. This
may be because parents choose to discuss the aspects of sex that they feel most strongly about as
a religious person. For example, dating, pregnancy, and pornography may be the topics that a
parent who has strong religious convictions feels are important to discuss with their child so that
they can understand these topics from a religious perspective. There are many reasons why
parents participate in religious activities, some of which may be more extrinsic (to have a social
or community network) than intrinsic (a faith commitment to the religious organization).
Consequently, religious participation may not be as strongly related to parental discussions of
sex as is religious commitment. It may also be that parents participate in religious activities—and
encourage or force their children to participate—with the hope that the religious institution will
discuss sexual values with their child, so they will not need to do it. Alternatively, parents may
hope that their children’s participation in religious activities will act as a protective factor against
sexual behavior because supposedly all the children and their families within a faith community
share similar beliefs about sexual behavior. If their child hangs out with these like-minded
adolescents, they reason, then they should have no concerns about their child participating in
early sexual behavior.
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Religiosity and parents’ expectations for normative and their own child’s sexual
behavior. It was also anticipated that religiosity would have an effect on parents’ expectancies
of the onset of normative and their own teenager’s sexual behavior. Based on the work of
Regnerus (2007), it was hypothesized that parents may delay the discussion of sexual behavior
with their teenager for fear that by discussing sex, their child will be more likely to engage in
sex. Therefore, if a parent expected her/his child to engage in certain sexual behaviors at later
ages, the parent would not feel the need to discuss sexual topics.
Although there were no significant relationships between parents’ religiosity and
expectancies of normative teenage behavior, there were significant relationships between
parents’ religiosity and their expectancies of their own teenager’s sexual behavior. When parents
participated in more religious activities, they also were more likely to believe that their own
teenager would engage in oral sex, sexual intercourse, and sexual behavior in general at older
ages than did parents who participated in fewer religious activities. Religious commitment was
only significantly related to oral sex. As noted above, it may be that parents who engage in
religious activities also encourage their child to engage in religious activities in the hopes that
such participation will help their child abstain from sexual behavior.
It is interesting to note that religious commitment was related to the sexual topics
discussed, while religious participation was related to parents’ expectations about their own
child’s age of sexual debut. Religious commitment is related to the parents’ beliefs and, as such,
may reflect what guides them in how they interact with their child (e.g., discussing sexual topics
with them). Religious participation, as noted above, may reflect not only what the parent does
religiously, but also what the child does (e.g., attend services, participate in youth group, sing in
choir, etc.). Parents who participate in religious activities and get their child to participate may
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do so because they hope the religious activities will influence their child’s behavior. Religious
parents probably hope that discussing sexual behavior will have an influence on their child’s
sexual behavior, but it may be that religious participation is the perceived true safeguard against
early sexual behavior.
Parents’ beliefs about teenage sexual behavior and parent-child sexual
communication. It was anticipated that parents’ beliefs about when the average child versus
their own adolescent would engage in sexual behavior would have an effect on the content and
comfort level of conversations about sex with their teenager. In regard to normative teenage
sexual behavior, parents discussed contraception, different types of sexual behavior, and
pornography (there was a trend for how to talk to a partner about what you feel comfortable
doing sexually and STD’s/STI’s) more often when they believed that normal teenagers would
engage in sexual behavior at younger ages compared to parents who believed that teenagers
would engage in sexual behavior at older ages. In regard to parents discussing their own
teenager’s sexual behavior, the results were more striking. For 17 of the 21 topics discussed,
parents who discussed these topics believed that their teenagers would engage in sexual behavior
(mean age of all behaviors) at younger ages than did parents who did not discuss the topics. This
stood true for almost every topic in the study, from physical development to premarital sex.
As mentioned previously, Regnerus (2007) discovered that parents often believe that if
they discuss sexual behavior with their child, this will lead the child to believe that sexual
behavior is acceptable, and they will engage in sexual behavior at younger ages. In his own
work, he found that children whose parents discussed sexual behavior with them did have
slightly higher rates of sexual behavior at younger ages than did children whose parents did not
discuss sexual behavior. However, as discovered by Eisenberg, Sieving, Bearinger, Swain, and
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Resnick (2006), parents are almost 2.5 times more likely to discuss sexual behavior with their
teenagers if they are already romantically involved. Therefore, teenagers may already have been
engaging in sexual behaviors before their parents discussed these topics with them.
In this study, it is not known whether the adolescents were already involved in romantic
relationships, which would have support the Eisenberg et al. findings. However, the high number
of significant findings from this set of analyses suggests that it is likely that parents will discuss
sexual topics if they believe their teenager will engage in them at younger ages, regardless of
whether or not they are romantically involved. This is a significant finding because, as was
discussed in the beginning of this study, communication about sex between parents and teens is
the most effective way to enable teenagers to have safe sex. If parents discuss these topics with
their children at early ages, it may prevent risky sexual behaviors in the future. Parents may be
confused about normative ages of sexual behavior and may have a skewed view of when their
own child will engage in these behaviors. Therefore, it is important for parents to be educated on
the normative ages of teenage sexual behavior. Parents can educate themselves by consulting
research on the topic, and by consulting with other parents.
Parents’ previous sexual risk experiences and parent-teen communication about sex.
The last part of the study was mainly exploratory in nature due to the fact that there has not been
previous research on this particular topic. It was anticipated that parents’ previous sexual risk
experiences would have an effect on whether they discussed certain topics with their teenager
and also how comfortable these conversations would be. The results of this study were mixed.
Although parents who reported that they discussed homosexuality with their adolescent also
reported more early sexual risk experiences than parents who did not discuss this topic, parents’
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previous sexual risk experiences overall did not seem to have a significant effect on the content
of discussions or even parents’ perceptions of most teenager’s age of onset of sexual behavior.
The lack of significant results may have been due to several factors. First, there were
several correlations and t-tests that were close to the significance level, but the small sample size
restricted the possibility of obtaining a significant result. In addition, several parents did not
answer one or more of the questions on sexual experiences, so the actual set of responses were
mixed, which may have skewed the results and also contributed to a smaller sample size.
Finally, parents’ previous sexual experiences could have been evaluated in a more detailed
fashion. For example, this scale was a composite, 10-point scale, composed of several openended questions. Perhaps if the questions were formed in a multiple choice format (for number of
sexual partners, age of sexual debut, etc.), parents may have been more likely to answer
questions, and a more accurate representation of the sample could have been obtained.
Although it is unclear whether or not parents’ previous sexual experiences significantly
affect the communication they have about sex with their teenager, this study seems to indicate
that religious commitment and participation was related to parents’ sexual experiences. This is an
important finding that is relevant to the first hypothesis in which we predicted that parents’
religiosity would be related to the content and tone of the sexual topics they discussed with their
children. It seems that, at least for this sample of parents, the more religiously committed they
are and the more they engage in religious activities, the fewer risky sexual experiences they had
previous to marriage. Even though some of the previous research results, such as Regnerus
(2007), which found that even when adolescents attend church an average of once a week, they
are just as likely as adolescents who do not attend church at all to engage in sexual intercourse
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before the age of 17, the current study does conclude that overall, more religious people have
fewer sexual experiences across their lifetime.
Limitations of this Study
As mentioned above, one of the most substantial limitations of this study was the sample
size. Because of the nature of the questions on the survey (sexual behavior, discussions about sex
with teenagers, teenage sexual behavior), there were several participants who did not answer
several questions on the survey. Only 88 participants (85%) did not answer questions about
religious beliefs. About 82 participants (80%) answered questions about normative teenage
sexual behavior, and only 76 participants (74%) answered questions about their own teenager’s
sexual behavior. Even fewer participants answered questions about discussions of sexual topics
with their teenager (72, 70%), and about 79 participants (77%) answered questions about their
previous sexual experiences. Thus, it is clear that parents were not always comfortable
discussing sexual behavior. This led to a smaller sample size than anticipated. The small sample
size affected the statistical analyses and, although some correlations were substantial, they were
not significant because of the potentially restricted range of responses and small number of
responses. However, since this study was exploratory in nature, these results will pave the way
for additional studies to be conducted in this area because many of the analyses showed trends
that may be significant with a larger sample. In particular, the analyses on religious commitment
and participation may have stronger evidence of an effect on parent-teen communication about
sex with a larger sample size. In addition, the analyses on parents’ previous sexual experiences
may show stronger relationships if a larger sample size is evaluated.
In addition to sample size, the difficulty of obtaining a religious sample—especially a
conservative religious sample—is another limitation. There was great difficulty in recruiting and
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retaining religious organizations that were willing to participate in this study. This is a common
hurdle in conducting research with religious organizations (Fortunato, 2010, unpublished). As
discussed in Fortunato (2010, unpublished), there has been a long-standing discord between
science and religion from the discoveries of Galileo not being accepted into the Roman Catholic
Church to the current debate of teaching evolution in public schools. Fortunato (2010,
unpublished) further explains that the discord between science and religion has led to a ―culture
of mistrust‖ among certain religious groups. In addition, the teaching of sexual health, especially
the use of contraceptives, is restricted in certain religious groups. Consequently, many religious
groups summarily dismiss participation in any research that investigates premarital sex,
discussions of sex, and so on. For these reasons, the current study had a smaller than anticipated
sample size and a large amount of missing data.
Another limitation is that parents were answering for adolescents’ behavior rather than
adolescents answering for themselves. Since only parents were recruited for this study, it is not
known how the adolescents feel about the conversations they have had about sex with their
parents. In addition, little is known about the religious beliefs of the adolescents, the sexual
behavior of the adolescents, and how the adolescents would rate the comfort level of the
conversations between themselves and their parents.
Future Directions of Research
Based on the results of the exploratory analyses of this study, there are many directions
for future research. First, as mentioned above, the information from the adolescent’s point of
view would give more information about the conversations that teenagers are having with their
parents about sex. In addition, more information could be gathered about adolescent
characteristics and how they affect communication with their parents about sex. These data could
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lead to comparisons between how the parent feels about sexual communication compared to how
the adolescent feels about sexual communication.
In addition, future research might gather information about adolescents’ actual sexual
behavior as a result of these conversations about sex with their parents. One of the main
conclusions from previous research is that when parents have open, comfortable conversations
about sex with their teenagers, their teenagers engage in less sexually risky behaviors (Luster &
Small, 1994; Miller, 1998). It would be beneficial to learn how these conversations actually
affect the teenagers’ behaviors.
Finally, a deeper analysis of parents’ previous sexual behaviors and how this affects the
communication between the parent and teenager about sex would be beneficial. As mentioned
previously, more detailed questions about sexual behavior as well as a multiple-choice format
may enhance the sample size and provide more information to the researcher. This could lead to
larger effects and more conclusive results regarding how sexual experiences affect
communication.
Conclusions
The findings from this study confirm previous research and provide directions for new
research. Overall, it appears that religion is significantly related to which topics parents discuss
with their teenagers, as well as parents’ beliefs about the ages that their child will engage in
sexual behaviors. Parents who are more religious believe their teenager will engage in sexual
behaviors at older ages. In addition, parents’ religiosity appears to be related to their own early
sexual experiences.
In addition, there is a significant link between parents’ beliefs about the age of onset of
sexual behaviors and the topics they choose to discuss with their teenager. Parents were much
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more likely to discuss a sexual topic if they believed their child would engage in sexual
behaviors at younger ages. It is unknown if parents believe that discussing sex will ―cause‖ their
teenager to engage in sex at a younger age, as this is a prevalent belief among highly religious
parents (Regnerus, 2007). However, believing their child would engage in sexual behaviors at a
young age does not seem to influence parents in refraining from discussing sexual topics
altogether. Between 40% and 100% of parents discussed each topic with their teenager, even if
they did not feel comfortable doing so. This is a promising result and shows that parents may be
discovering that communication is one of the keys to prevention for pregnancy and STDs and
may ultimately help their adolescent to stay sexually healthy and avoid sexually risky behavior.
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